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the factors described above was present in every case. A

boy, for instance, will state that he had no trouble with his
eyes until after he had left school, but in his employment,
where he had continually to lift heavy boxes, began to get
more and more short-sighted. Then he will complain of a
feeling of great tension in the eyes and headache after much
lifting. The ordinarily given causes of myopia cannot

apply in a large number of cases, as, for instance, porters,
carmen, and those who do not use their eyes for near work.

Again, in many of those having a sedentary occupation the
form of exercise selected will be found to be one which
would act in the way described, as, for instance, boxing,
wrestling, cycling, rowing, or digging. Coughing also
appears to be a potent cause. A boy will state that
there was nothing wrong with his eyes until he had a

very bad attack of bronchitis; immediately on returning
to school the master noticed that he was short-sighted
and sent him to a doctor to be examined, and he was
found to be myopic. It is obvious that any cause
tending to diminish the resistance of the sclerotic will
be an important factor. The pathological anatomy of
the eye in a case of high myopia corresponds exactly
to the view advanced ; the changes at the macula, the
atrophy of the choroid between it and the optic nerve,
the elongation of the posterior pole, the thinning of the
sclerotic, the enlargement of the lymph spaces are exactly
what we should expect.

In order to make the point clearer it may be as well to
give a few illustrative cases.
A warehouse boy had very good sight until after he had

left school and bought a bicycle ; riding uphill caused him
pain in the eyes, and then ordinary riding ; gave up cycling
because of it and found he had become short-sighted.
Numerous cases could be given in which the myopia was
found after an attack of whooping-oough, rheumatic fever,
diphtheria, or scarlet fever.
A public-school boy had very good sight until 13. Used to

keep wicket at cricket because of his sharp sight; then got
a severe attack of measles, with much coughing and pain in
the eyes. On returning to school could not see the ball at all
and had to give up cricket.
Newsagent, aged 36. Very good sight until he was 26.

Very fond of going to the theatre. At 26 he became a ware-
house porter and had to lift very heavy boxes. Then noticed
that he could not see at a theatre, and that he had to wear
glasses of steadily increasing strength. Came to the con-
clusion that his work was affecting his eyes, and accordingly
gave it up after 2&frac12; years. His sight has not got worse since
he has adopted a sedentary occupation.
A man had very good sight until after he had left school;

then worked in a timber-yard lifting heavy wood. His sight
became defective and he had to wear glasses. His sight has
not altered since he adopted a sedentary occupation.
Music-hall artist, myopic, and with double detachment of

the retina, had very good sight until he took to boxing on the
stage, and then became short-sighted. Numerous other
cases of boxers, porters, dock-labourers, and carmen could
be given. Many of these had a fairly high degree of hyper-
metropia when young. On the other hand, many cases of
hypermetropic persons could be given who have always had
a sedentary and studious life and often taken the least
possible exercise. For instance: clerk, aged 30, corneal
nebulas both eyes and compound hypermetropic astigmatism,
always sedentary, scarcely took exercise, even at school.
A man had very good sight until he was 12 and had

measles, and then became slightly short-sighted. Many
years afterwards had pneumonia, and found on recovery
he had become very short-sighted in the left eye. Low
myopia right eye, very high left. Two well-defined and
distinct myopic crescents in left eye.

Cases in which the myopia is found in only one eye are
still more difficult to explain on the old hypothesis and are
usually found after an illness.
Numerous cases could be given of those who have become

myopic at an early age, and this myopia has not increased,
even with excessive use of the eyes for near work. The mos1
rapid increase of myopia in my experience was the case of s
warehouse boy, whom I advised to obtain glasses and to gei
a lighter occupation. When he obtained his glasses he was
informed that he must not use his eyes for near work, anc
exercise had nothing to do with it. He accordingly, ir
addition to his heavy work, joined a gymnasium and wentii
for boxing. After six months he stated that his glasse:
(which were high) were absolutely useless to him.

Prevention of Myopia.
Any cause which will increase the intra-ocular tension b,

obstructing the outflow should be avoided in any case o

commencing myopia so as to stop increase in the myopia
and in advanced cases detachment of the retina. The
student who takes his exercise very intermittently should
particularly avoid these forms-as, for instance, riding up
steep hills and bending forward, if a cyclist. If a rapid
increase in the myopia is coincident with his cycling this
had better be given up. An occupation which involves
heavy lifting is not suitable for a myopic. It is par-
ticularly in those who have sedentary occupations and who
are not in a fit physical condition, and have a hereditary
tendency to myopia, that these forms of exercise should be
avoided. Careful regulation of exercise, especially in the
debilitated, is necessary. Exercises which, whilst very easy
for some, are accomplished by the patient with the greatest
difficulty and strain should be forbidden ; for instance, if a
child can only with the greatest difficulty and pain in the
abdomen raise itself on a bar. Exercises which after inquiry
are found to cause a feeling of pain and tension in the eyes
should be strictly forbidden, but it is not necessary to keep
the patient from books. As exercise must play such an
important part in the development of the eye after birth
hypermetropes should take as much as possible and avoid
sedentary occupations.

It should, of course, be remembered that a myopic eye is
a damaged eye and should not be unduly strained. This is
particularly the case when the myopia has just occurred or
is still increasing. The same precaution should be taken in
the case of illness, like measles and the other fevers that
have been mentioned. Patients should not be kept longer
than possible in a recumbent position, and exercises which
are likely to increase the intra-ocular tension should be
forbidden until they have quite recovered.

I must here express my indebtedness to Major J. Drew
Moir, R.A.M.C., for furnishing me with numerous examples
similar to mine which have occurred in his recruiting
experiences.

SOME NOTES ON PORTUGUESE SURGERY
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WESTERN FRONT.
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AFTER three years of war and surgical practice, nothing
new can be expected from a practice of only three months,
during which an endeavour was made to put into execution,
without any attempt at innovation, what appeared to be
established regarding treatment of wounds. As within this
time Portuguese wounded already number some hundreds,
it becomes necessary to refer to the methods so far chiefly
used in the attempt to treat the various wounds, observing
their immediate effects, as the remote ones can only be
detected in the course of time.

In the work done so far, not only Portuguese but also
British surgeons’ should be mentioned, as for a short time at
the beginning the wounded were almost exclusively looked
after by the staff of the Highland No. - Casualty Clearing
Station. Warm tribute should here be paid to the zeal of
the British personnel (both doctors and nurses) for the way
in which they carried out this sympathetic mission.
Owing to the increasing number of Portuguese contingents

at the front a Portuguese section was attached to the

Casualty Clearing Station, the doctors of which took over the
entire clinical direction with, however, the great help of the
British sisters and Portuguese staff.

Finally, a third phase was marked by the opening of
our own hospital, and the clinical service of the first line
became entirely Portuguese, as it was already from the
regiments to the ambulances.

Scheme of Organisation.
I am not now going to describe the organisation of the

Portuguese sanitary service from its foundation in con-

nexion with the war of movement in regard to its surgical
aspect, which is now chiefly in view ; but it is necessary
to describe the scheme of organisation so as to appreciate
the manner in which endeavours are made to make a
service complete as far as possible.

1 Lieut.-Col. Stirling, Capt. Alderson, Lieut. Leathart, Lieut.
Macedo, Lieut. Cardoso, Lieut. Palmeirim.
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The first dressings and first-aid are all carried out at the
Advanced Aid Posts (postos de socorros avaneados), and from
there the wounded are carried to the Aid Posts (postos de
sooorros), where the conditions for their treatment are much
more effective.
Here haemorrhages are duly treated, fractures are rendered

immobile, and in general tetanic antitoxin is administered.
These posts are under regimental control. The transport of
the wounded is rapidly made therefrom by means of motor-
cars to the Ambulances where the dressings are completed,
the less important cases remaining some hours or a few
days, the more serious ones being evacuated as soon as
possible.

It must be pointed out, however, that there are three
Ambulances per division ; two of them, independently of
their general function, have installations with the neces-

sary material for sterilisation and operations of great
urgency in the treatment of very severe cases. For this
there is no lack of staff of the utmost competence, including
well-trained surgeons. The wounded are then kept there
for some time comfortably accommodated and are evacuated
when the immediate danger is over. These Ambulances,
therefore, work as Advanced Surgery Centres, where opera-
tions are successfully effected within a few hours of a

man having been wounded.
The wounded are transferred from the ambulances to the

hospital (Hospital de Sangue), where the conditions are such
that they can be very conveniently treated. This is not only
a hospital for evacuation, but also for a more careful observa-
tion of the wounded, of whatever nature. As we do
not possess special hospitals, in this formation there are
the necessary observation rooms and a competent staff
for ophthalmology or for oto-rhino-laryngology, urology,
stomatology, and dental prosthesis. There is attached
besides the Bacteriological Laboratory belonging to the

Army Corps, and we are thinking of installing as well a
radiological section, which becomes absolutely indispensable.

In spite of these means of observation and treatment, the
hospital is nevertheless used for evacuation, and the great
majority of wounded do not stay there for more than five or
six days. Others, in the minority, stay there relatively
longer, but all those that require it have-so far as opera-
tions are concerned-the advice of a specialist, and this is a
great guide in cases requiring urgent treatment. It is not,
then, as some people think, unnecessary to have special
departments in a front-line hospital, but there are also at the
base other specialists to continue the treatment started at
the front with good success.

Nature of Cases: Skook and Gas Gangrene.
In these notes, as already pointed out, I only refer

to those cases which have passed through the hospital or
through the No. - Casualty Clearing Station ; and chiefly
through the latter, where I have worked for some time, I have
had an opportunity of collecting valuable information con-
cerning work which other colleagues-both English and

Portuguese-have carried out before me.
It is not necessary in order to give an idea of the work

accomplished so far to describe each case separately, because
if some deserve special attention, there are others, much
more frequent, which must be considered in a general way.
Of all the wounded that come into the casualty clearing

station some require a greater amount of attention from the
beginning ; others, although not of so grave a nature, must
not be forgotten, because from insignificant wounds terrible
complications may arise. There are two questions, however,
which must be considered in such cases, which sometimes
work against each other, leaving the surgeon in a very
difficult situation. These questions must, moreover, be con-
sidered with care, the welfare of the wounded being the
only important matter. These questions are-first, shock,
and secondly, gas gangrene.

Patients suffering from shoek must not be operated upon
unless their power of resistance guarantees the result, but
in order to decrease the shock it is necessary to wait for the
results of energetic medical treatment to which the patient
is submitted. It may, however, happen that by the mere
fact of waiting another illness may result, at least as bad as
the other, if not worse, derived from the intense develop-
ment of the Bacillus perfringens, which naturally finds in
the lacerated and dirty tissues exceptional conditions for
cultivation and production of its fatal toxins.

In these difficult cases the best thing to do is to wait,
trying to relieve the state of shock and only intervening when
through haemorrhage the wound itself causes the exhaustion
of the patient. One seeks in such cases only to obviate this
evil, leaving the wounds entirely open and not worrying
about what further shall be done, until later, when the
conditions of resistance are better. But when so operated
on, these wounded must be treated under conditions of
comfort, the surgeon using every means at his disposal both
before, during, and after the surgical operation, to raise the
patient’s strength. And when this result is attained, when
the pulse indicates it-or even better, when the degree of
arterial pressure indicates it-the operation must be carried
out, which may even be excision or amputation in extreme
cases. However, in more severe cases where to wait
would mean the certain death of the patient, premature
intervention becomes allowable, but this, it is needless to
say, is rarely crowned by success. Gas-gangrene and later
on anaerobic septimmia develop in many cases, either with
severe wounds where the circulation by gangrene of the
vessels becomes greatly compromised, or in small wounds
chiefly when the foreign body carries pieces of clothing
with it which go mainly into the muscular masses.
Two cases will give a clear idea of the facts pointed out,

and they refer to infections of this nature, one in an
extensive wound, the other in a wound of minimum size.

CASE 1.-Wound caused by trench mortar; operation four hours
later. Entry wound in antero-external part of left thigh in lower
third. Exit wound very large, in postero-external portion. Compound
fracture of femur. In the path of the splinter 1 found the metallic
point of the sheath of the bayonet drawn in by it. Extraction of
foreign body; cleaning of wound; large resection of muscular parts,
aponeurosis; no great haemorrhage and the great sciatic nerve
stretched intact across the wound. Wound cleansed with alcohol,
"B.I.P.P.," application of 5 Carrel tubes. Immobilisation in Thomas’s
splint.
The patient was recovered from the state of shock by heat, saline

infusion, pituitary; the general condition being much better 12 hours
later, when the dressing was taken off. The wounds had a good aspect
without any signs of gangrene, no smell, the muscles keeping their
susceptibility to contact. At this moment the patient complained of
pain in the thigh. Six hours later the dressing was again removed,
gas coming out from anterior wound, with bad smell both in this and
posterior one. Tumefaction of thigh up to the groin, tympanic sound
to percussion, greenish and bronze tinge of skin, cold extremities, rapid
fall of temperature-rapid, and low-tension pulse, continuous agitation.
The patient complained of pains in the corresponding iliac fossa.
The gaseous infiltration now began to manifest itself a little in the
abdominal wall. Death occurred two hours later, 30 hours after
wound ; 26 after operation, toxaemia having developed evidently in less
than four hours (Obs. No. 39).
CASE 2.-Wounded in right thigh by piece of shell-insignificant

wound in middle third and external, caused the day before. Patient
complained of local pain, where there was evident tumefaction; very
frequent pulse, temperature reaching 103&deg; F. before intervention.
Operated on 30 hours after being wounded. Excision of entry wound,
the tumefaction, which seemed subcutaneous, was found to extend to
the aponeurosis. Excision of the aponeurotic wound; tumefaction
of the muscle, the fibres of which were separated, a piece of metal
with cloth round it being found in them, which was extracted. The
muscular fibres had a violet tinge-a bad smell, with development of
gas. Large excision of muscle, cutting into healthy tissue, cleaning of
wound, scraping, washing with alcohpl, "B.LP.P."; silkworm-gut
sutures passed over to be tied later, making secondary suture.
Patient considerably better 24 hours later, without pain, regular

pulse, and temperature falling to normal. Was evacuated, the wound
: looking wonderfully well. (Obs. No. 73.)

The Question of Amputation.
Whenever possible an attempt must be made to save the

; wounded limb, and in so doing the experience of the surgeon
is important, who is sometimes to be blamed for excess of
care in this respect, and this was so in Case 1. However,

 even in the case of compound fracture of the femur-even
, a very severe one, without either nervous or vascular
s lesion accompanying it-it is not good practice to amputate
r at once through the thigh, because, as Professor Tuffier truly
- points out: "Quand on songe &agrave; ce qu’est un amput&eacute; de
; cuisse, il faut &ecirc;tre parcimonieux du sacrifice du membre."
, There are, however, extreme cases of high amputations

which, in most instances, are the most unpleasant opera-
i tions a surgeon is called upon to perform.
But what else can be done with cases in which the gas
s infiltration spreads rapidly, rising to the thigh without
t precise limitation ? The answer is, amputate.
e What is to be done in the case of large exposed fractures
s in which the bone ends make a salient in the skin, in which
- there is haemorrhage through lesion of the principal vessels,
in which the corresponding extremities are cold, and in
r which a part of the limb is, it may be said, lost ? The

answer again is, amputate.
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In all other cases an endeavour must be made to conserve,
and it is better to run the risk of causing later a grave infec-
tion by not amputating than to amputate at first, thus
destroying a limb which sometimes cannot be advantageously
replaced by artificial means. But even then he who works
in a front-line hospital must necessarily amputate, and must
often take the blame of making excessive amputations, not
mentioning small ones of the phalanges, which regulate the
state of the wounds of the fingers. The number of large
amputations effected in the period to which I am referring
is about 4 per cent., to which must be added two large dis-
articulations, one of the arm, the other intertarsal, by
Chopart’s method, but keeping the scaphoid.
As a rule the amputations on account of gas gangrene,

carried out with the view of rapid elimination of a large
infective focus, were flapless, and the stump was always left
completely open. Conical stumps therefore resulted-non-
classical-which later on required secondary operations.
After this the patients generally had a good aspect on the
following day. The pulse improved and the temperature
fell to normal. So far, in all of those cases operated on on
account of gas gangrene no one died after the operation.

In the case of the other operations for very bad com-
pound fractures the mortality was greater owing to the
state of shock and very often to the haemorrhage which
occurred before the patient reached the hospital. In conse-

quence of this two cases of thigh amputations died, and also
one case of leg amputation, in whom at the same time the
femoral artery of the opposite side was ligated in Hunter’s
canal. In these cases the amputations were made accord-
ing to classical methods and the stump was completely
sutured with advantage. Needless to say, these amputations
must be made as low as possible, as in the following
case :-

CASE 3.-Wound caused by grenade splinter in right leg, almost
complete destruction in middle third, with compound fracture of both
bones and ends drawn apart, the communication of superior with
inferior third being made by devitalised muscles. Lacerated vessels.
Haemorrhage stopped by forcipressure and minimised by application
of tourniquet in Advanced Station. Patient without pulse; great
anaemia. Separation of the affected portion, the muscles only being
cut. Ligature of important vessels, the stump remaining open, the
bones not even being trimmed. During the operation intravenous
injection of saline.
The pulse rose after the operation and the general state was satis-

factory. Dressing when taken off six hours later showed good condi-
tion of wound. Tne general condition remained good 24 hours
afterwards and locally there were no signs of anaerobic infection,
although there was a very fcetid smell in the posterior muscles.
On this occasion a second operation was done: a Gritti’s amputation

suture of periosteum, tendons and aponeurosis with catgut; complete
suture of skin leaving only two small tubes which were taken out 48
hours later. The patient was evacuated 10 days afterwards, the stump
having a good appearance. there being proof of good position of the
patella.
At the Base this case was admitted to No. -- General Hospital,

where the stitches were taken out and which he left 20 days’ later,
going to the convalescent depot with the wound quite cicatrised by
first intention and with painless stump.

The forearm amputations were made with flaps which
were also sutured, and that of the arm was made with
external flap which was left open, having been sutured with
good result three days afterwards when the bones were
sawn, which was not done during the first intervention owing
to the patient’s state of shock.

It is clear that in speaking of amputations in consequence
of gas gangrene, one must never put aside the idea of large
incisions, of large muscular excisions not damaging im-
portant vessels, which contribute to the cure of infections of
this order, localised in more than one region, sometimes,
and which are also very grave. As to anaerobic infection,
one must not ignore tetanus, of which, indeed, I have not
yet observed a single case during the period referred to.
This shows the efficacy of preventive injections of anti-
toxin, which are always repeated, when the wounded remain
for more than a week in the Hospital.

Frequency of Different Classes of TVounds.
It is a well-known fact that limb wounds are the most

frequent in this war, as is proved in hospital work, where
the percentage of thorax, abdominal, and head wounds is

relatively small. I came to the same conclusion, as I have
myself established a percentage among the few hundred
cases I had under observation, and among others of which 
had knowledge. The following are the percentages of the
different classes of wounds: Head, 8-8; thorax, 18’8
abdomen, 3’0 ; upper limb, 28 6 ; lower limb, 40-8.

&Acirc;erobic Infections.
Besides the anaerobic infections and shock, which are the

first dangers to be considered, the aerobic infections remain
to be fought. It cannot be discussed here-as I have not
the necessary facilities-as to whether these infections are

dependent on the number of bacteria or on their activity.
But to avoid the danger of an increased bacterial virulence,
the local treatment of the wound is of the greatest import-
ance, and the individual resistance must also be maintained
in a good condition to overcome the attack of the toxins.
The treatment of septic wounds has evolved to such an

extent with every day’s practice that one has almost passed
from the old incision and drainage in the different etccpes of
the use of antiseptic agents, to excision of the wound, and
primary suture, which in many cases gives excellent results.
In other cases it may not do so, because there are wounds
little susceptible to excision and perfect cleanliness, and in
these cases the use of antiseptics is, as is proved by A. Carrel
better than anyone, of paramount importance.
One must not put aside the excellence of Carrel’s method,

and in order to believe in this doctrine it is enough to relate
my interesting visit to Compiegne, where everything, from
the bacteriology to the cicatrisation studies of the wounds, is
proved with evidence. But I am sure if the results are not

always brilliant it is because the application is not rigorously
carried out, and from what I have seen the solution which
is employed in many cases-eusol-has nothing in common
with the technical delicacy of the true Dakin solution.

In following the Carrel indications, I shall never forget
the opinion of one of the staff of the Neuilly American
Hospital, who, referring to this method, told me :-

" It is a method in which a rigorous vigilance is required,
and if the wound is well bathed by the hypochlorite
regularly it is a most splendid method."

I think, however, that the results of this and other pro-
cesses by the use of alcohol, ether, hypertonic solutions,
B.I. P. P., &c., are not successful unless excision of the wound
is complete.

In the case of a few wounded I had the opportunity to
get a clear notion of the facts just expounded, and the
treatments carried out are clearly shown in the following
percentages :-

Excised wounds not closed ............... 22’5 per cent.

" " " " " hipped" ...... 274 4 "

" " primary suture ............ 10’6 "

" " " .. "bipped"...... 24’7 "

" "partial suture (Carrel) ...... 14’8 "

Without practising the methods of phagocytal antisepsis
I think that the ideal therapeutics of infected wounds is
the mechanical antisepsis through complete excision of the
wound followed by suture, but in some cases one must have
recourse to chemical antisepsis with the aim of secondary
suture, and it is at this moment that Carrel’s method has
first place.
There is much to be considered with regard to foreign

bodies which, if not extracted, give rise to all kinds of
aerobic or anaerobic infections, which are always to be
feared. A correct localisation of the foreign body, followed
by its extraction, is not a solution of the problem under the
aspect of infection of the wound. It is also necessary to
consider the infected path of the projectile, and to know
it. For this purpose radiography would give us the
maximum of advantage if, besides the localisation of the
metal, it could indicate in any way its trajectory through
the soft parts.

Compound Tractures.
The treatment of compound fractures has been improved

by the experiences of the present war, and from this point of
view excellent results ensue from utilisation of the Robert
Jones’s and Thomas’s splints, which are very useful and
comfortable. Sometimes, however, there is an opportunity
to do something more with these fractures than cleaning and
drainage of the wound and subsequent immobilisation. I

myself saw a compound fracture of the humerus caused
two days before by a trench mortar, and having the bone
ends displaced, with overlapping, and I attempted plating,
using a Lambotte’s plate. The results were good, the bone
continuity being almost normal on the X ray examination,
as well as the adaptation of the plate. The wound
healed by first intention, the condition of the patient being
excellent. 
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Regarding the treatment of the soft parts in a compound
fracture, it seems to me, and to-day it has become a fact, i
that nothing is lost in the transformation, when possible, of i
an open fracture into a closed one after complete excision i

of the lacerated tissues. 1

MCCOM. 1

The knee is the type of joint for the study of articular 
4

lesions, either infective or traumatic. However, if I saw 1

sometimes in civilian practice suppuration of this joint, I
have never observed such cases in war surgery, having opened
the joint, extracted foreign bodies from it, but closing it
completely afterwards, suturing the synovial membrane, the
aponeurosis, and the skin. In this consists the improvement
in the treatment of joint wounds, following the methods
described in 1915 by Delorme and Kocher.
Up to now I have only operated on four cases by this

method, but with success, washing or not the articular
surfaces either with salt solution or with ether. Of these
cases, in two I extracted the shell fragment which was
intra-articular ; this I did not succeed in doing in the third
case ; the fourth was a penetrating wound by a bayonet
point.
When the wound is an anterior one the exploration of the

knee is easily done, either by the Kocher method or by the
incision in U, but everything is more difficult if the wound
is posterior. Regarding this matter the- following case is
interesting :-
CASE 4.-Wound made the day before by fragment of trench mortar

on external part of popliteal region ; there were slight synovial
effusion and articular pains ; high temperature; X rays showed a
foreign body fixed in the " plateau tibial " on the internal and
posterior part. The splinters were removed, not without difficulty,
after ligature of important branches of the popliteal vein severed by the
projectile in its path, which spread itself deeply forward, passing outside
the artery, which was intact.
The wound was cleaned and sutured after washing with alcohol and

the application of "B.I.P.P." Immobilisation in Thomas’s splint.
Twenty-four hours later temperature was lower, patient comfortable
and without pain; and the same conditions were manifested the
following days. The stitches were taken out after 12 days. there being
cicatrisation by first intention and the angle of flexion of the leg on the
thigh being 450. After 14 days the patient was evacuated. (Obs. 57.)
From the other cases (Obs. 40, 74, 118) satisfactory news

was received from the Base Hospitals. It is to be noted
that in all these cases we started with passive and active
movements within eight to ten days of the surgical operation.

- Elbow-joint.
It seems to me that the elbow-joint is not so easily

explored by arthrotomy as the knee. However, in these
cases X ray observation is very helpful, and when commi-
nuted articular fractures are observed, when the joint itself
is exposed, I think that primary total excision is indicated
as a drainage operation. Proceeding so, inconveniences do
not result, but it is necessary to start from the principle
that even in the best technical conditions the success of the
periosteal excisions depends always upon the post-operative
treatment.

After these excisions, for the first 24 hours I keep the
limb in extension, using the Thomas’s splint, afterwards
the forearm is fixed in an acute angle with the arm. The

wound, which has been partially closed, is dressed with

gauze, which keeps the bone ends apart ; this gauze is
taken off later, and at the end of the first week is no longer
necessary. At this period passive movements are started

gradually, avoiding great pain to the patient.
The immediate results of the three operations already done

were satisfactory, and in two of them I know that, a month
later, the function of the limb was improving.

TVounds of Head and Abdomen.
In our case it is not worth while to make reference to the

number of head and abdominal wounds. Beyond the explora-
tion, which is a rule in our service with scalp wounds, only
two trephinings, so far as I know, were done in this first

period, one in the occipital region in a case of depressed
fracture and compression of the visual centre (M. Almeida),
the other one in the temporal region in a case of depressed
fracture of the gutter" type with haemorrhage from the
lateral sinus. The results of both operations were successful.
The number of abdominal wounded that reached the

hospital were three, not including the cases operated on
before at the Casualty Clearing Station and later at the
Advanced Surgical Centres, both British and Portuguese,
about which I have not detailed notes. -

The lapse of time in these three cases between the wound
and the operation was very long, and in two-which were
fatal-15 hours. One of these died with peritonitis 48 hours
after operation, having a penetrating wound, but no perfora-
tion of intestine ; the other case died four hours after I had
performed laparotomy, excision of portions of intestinal

coils, and end-to-end entero-anastomosis in three points ; the
third case was operated upon with success, the missile

being extracted and the perforation of the intestinal coil
sutured.

Wounds or the Chest.

Non-penetrating chest wounds show themselves in many
different ways, the path followed by the projectile being
always very interesting, as well as their localisation, owing
to the resistance offered to them by the ribs. The paths
along the ribs, with lateral or anterior entrance and localisa-
tion of the projectile in the back ; the fractures of the bones
(scapula, spinous process of vertebrae) which are met in the
path of the splinter, which does not penetrate the thorax on
account of its direction or on account of the resistance met’
with ; the bloody expectoration, with external minimum
lesion; the generalised emphysema, even without external
lesion, caused by violent explosions ; all these are examples
of the variety which these wounds show.

It is perhaps necessary to consider the extreme gravity
when dealing with large dorsal wounds, with fractures of the
scapula, which are under such an aspect similar to external
wounds of the buttocks, so often fatal. But the interest of
the penetrating wounds is much greater, as the following
cases will show better than any comment :- 

- 

.

CASE 5.-Wounded by shell splinter at 3 A.M. on patrol duty. First
dressing half an hour later. Owing to the conditions under which the
man was wounded, he was transferred from the Advanced Post to the
Advanced Dressing Station and from there to the Casualty Clearing
Station, where he arrived six hours after receipt of wound. Since
being wounded he had felt quite well the passage of air through the
wound, but there was no faintness or pain, exaggerated dyspnoea, or
h2emoptoic expectoration ; even when moved he did not feel especially
ill except when carried in the motor-ambulance.
Once at the Casualty Clearing Station he was not operated on

immediately owing to the state of shock; pulse could not be felt, face
cyanosed. Two hours later the bad state continued, and intervention
was decided upon, the man having an arterial pressure of 8-5 (Vaquez).
Operated on with local ansesthesia (novocaine). The wound in the

left hemithorax below the scapula was very irregular, the air continu-
ally coming and going through it with enormous violence, and at the
bottom could be seen, through the torn pleura, the lung overlapping
the thorax at each inspiration. No appreciable pneumothorax. How-
ever, the wound in the pleura was actually the size of a penny, there
being as well a fracture of the seventh rib. The wound was cleaned,
incompletely, the irregular extremities of the fractured rib were
resected, and the opening closed in three musculo-aponeurotic planes,
the suture of the pleura not being achieved.
The patient, soon after the closing of the wound, declared that he felt

much better, and a quarter of an hour after the intervention the arterial
pressure was 9-5’5. A few hours later the pulse became perceptible and
there was no exaggerated dyspnoea. The first night was passed rela-
tively calmly, and the next day the general condition was much better,
with slight cough and slight temperature, arterial pressure being
10-5-8. Forty-eight hours later the general condition remained good
and on taking off the dressing the aspect of the wound was good.
On the third day examination of the thorax revealed, about the fifth

rib, dullness and loss of vocal fremitus, the same condition behind, and
there seemed to be abundant hsemothorax. Pulse good, arterial
pressure 11-6’5.
On the fourth day the general condition was fair, but not so

good as before. For the first time there was haemoptoic expectoration
and auscultation showed symptoms of slight broncho-pneumonia
at the base; at the same time the external wound had around it an
inflamed zone and the patient complained of local pains. Arterial
pressure 12-7’5.
During the next days the pneumonic focus became localised and the

pleural effusion increased slightly, there being a slight displacement
i of the heart towards the middle line. A puncture was made on the

ninth day after the intervention and the report of the analysis was as
follows ; "Hsemnthorax fluid for organisms, nothing in films, cultures,

both aerobic and anaerobic, were sterile.-J. W. McNee."
In the meantime, however, the external wound was only sub-

cutaneously infected, the Carrel treatment being applied with good
, results. The general state of the patient was, however, always
, 

improving, the absorption of the effusion having been delayed, the
elevation of temperature showing itself now and again. A second

r analysis of the liquid did not reveal anything abnormal, either from
the cytological or bacteriological point. -

’ 

More than two weeks later the patient was evacuated to the Base,
 having then a very good aspect, the wound showing a tendency to
, 

cicatrise.
] From No. - General Hospital, besides the satisfactory news- from

the patient himself, I received the following note a month later:
S " Wound granulating, general condition of patient improved." 

’

, 
The temperature, 1002&deg; F. on day of operation (P. 112. R. 26), rose

- to 102’80 (P. 106, R. 41) by the fifth day ; falling to 99 4&deg; (P. 100,
R. 30) on the eighth day, and rising again to 103’2&deg; (P. 117, R. 34) by the
1 tenth day. Temperature range was then lower and did not rise above
3 1000 (P. 102, R. 30) after the sixteenth day.

It must be noted that at No. - Casualty Clearing Station radio-
, graphy was resorted to in this case, but did not reveal very clearly the

existence of any foreign body. -. -- -
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CASE 6.-Wounded by splinter of trench mortar at 2.30 P.M., the Ifirst dressing having been applied at once. Soon after p.tient had If
pains in the back and great difficulty in breathing, feeling very bad
during transport, chiefly in motor ambulance. Was taken into the
Casualty Clearing Station, where he remained under observation, and
at first it seemed there was no communication of the pleural cavity
with the exterior. During the night dyspnaea continued very intense
with slight baemoptolo expectoration; the general condition, however,
remained good.
Operated on next day. Small wound in chest about third right rib

and not. far from sternum. Pulling apart the fibres of the large pectoral
muscle the characteristic whistle of perforation of the pleura was heard,
coming from behind the third costal cartilage. The wound was
cleaned and sutured with overlapping of the pectoral, afterwards
aponeurosis and skin.
The general condition of the patient after the operation was good,

but he kept complaining of great thoracic oppression. Twenty-
four hours later dyspnoea kept on; dullness at base of right hemi-
thorax, and sensation of continuous oppression which decreased with
injections of morphia and atropine.
The following days there were symptoms of pulmonary collapse, and

small focus of broncho-pneumonia. Tne haemothorax became more
abundant, but even here puncture on the fifth day gave a liquid, the
analysis of which did not reveal bacteria (no organisms in films,
culture negative), there being, however. large elevations of temperature
followed sometimes by violent rigor. It must be noted that this patient
came from a malarial zone of Portugal.
Two weeks later the patient was evacuated to the Base with a

cicatrised wound. I learned from him a month later that the wound
has healed, no signs of hemopneumothorax, a remittent temperature in
morning. ,

The temperature, 101-2&deg; on second day (P. 130. R. 28), reached 102"
(P. 110, R. 30) on fourth day. Temperature then rose to 104’60 (P. 120,
R. 44) by sixth day, fell to 99’8Q (P. 90, R. 30) by eighth (105’2Q in
the afternoon). Between ninth and eleventh days T. ranged from
986"(P.80, R. 24) to 105’4?(P. 115, R. 40). After this T. was not above 990.
Also in this case radiography of the thorax did not give much ’,

information.

CASE 7.&mdash;Wounded by grenade splinter in left hemithorax, anteriorly.
Patient was carried a little later to the Ambulance, where cutaneous
suture of wound was done. He was sent to the Front Hospital with
foreign body in pMtert’r and lateral portion of same side of
thorax, being nxfd in upper layers of the skin. When he breathed
the anterior suture appeared very superficial and further intervention
was uudertaken. The <round was cleaned, the ends of the second
fractured rib resected, and musculo-aponeurotic, and afterwards
cutaneous, suture carried out. The foreign body. which had traversed
the lung, was then extracted by means of a vertical incision, bringing
with it pieces of the fifth rib and cloth. The posterior wound was
cleaned deep and superficial sutures were inserted. Arterial pressure
before second intervention 14-7 (Vaquez), afterwards 135-6.
In this case the improvement after intervention was not so evident.

However, the patient passed the first, days fairly well with no great
increase of temperature; the pulse kept fairly good, but the respira-
tions Increased. From the very beginning a small hoemothorax formed,
which increased gradually but not extremely, not hiding Traube’s
area, nor displacing the heart, which in a few days returned to its
normal position. Later on, however, the symptoms of bsemothorax
were clear, but there were never signs of broncho-pulmonary lesions.
During the course of his illness the patient was always remarkably

restless, and he was only quieted under the action of injections of
morphine and atropine. At the end of eight days, coinciding clinically
with re-absorption of the haemothorax, a subicteric colouration appeared
in the conjunctiva, which next day became very pronounced. Then
symptoms of violent toxoomia manifested themselves, which in 48 hours
caused death.
P03t-mortem.-Left pleura normal ; inferior lobe normal. Superior

lobe : On superior and anterior surface a hole with irregular edges of
the size of a shilling with small bony splinter, but with no blood clot.
Anterior surface of the lung free; on the si e along the anterior
axillary line, fresh pleural adhesions. Posteriorly there was haemo-
thorax relatively abundant, there being between the pleura and lung
large strata of fibrin which almost completely covered the posterior
surface of the lung, above and below the interlobar incisure. These
formations were such that only after the lung was taken out and
the path of the projectile followed was it possible to find the posterior
orifice, which was completely blocked.
The path followed by the projectile ended posteriorly above the

interlohar incisure. Macroscopically one could see in it the bronchia
of medium calibre open and no very recent clots. From the direction
of this path and its posterior obliteration or the absence of anterior
hsemothorax it seems that the effusion must have decreased when the
posterior obliteration was completed, but it must be noted that in spite
of the bronchial lesions there were no haemoptoic expectorations.
An examination of the other organs did not reveal anything

abnormal besides an intense icteric colouration, the bi’e ducts, how-
ever, being free and the gall-bladder having a good aspect. The liver,
however, was of excessive size, soft, and extremely fatty, and the
ptnereas was very hard. The microscopic examination of these organs
in not yet complete.

These are not notes written with any idea of teaching,
but for the purpose of registering facts, which, it is clear,
relate to but a short phase of work.

LITERARY INTELLIGENCE.-Messrs. J. and A.
Churchill announce the forthcoming appearance of a new
and revised (eleventh) edition of " The Practice of Medicine,"
by Sir Frederick Taylor. Articles have been introduced on
such subjects as trench fever, progressive lenticular de-
generation, soldier’s heart, poisoning by trinitrotoluene, and
infantilism, while substantial additions have been made to
the sections on endocrine glands, dysentery, paratyphoid,
poliomyelitis, tetanus, hysteria, and others.

Clinical Notes:
MEDICAL, SURGICAL, OBSTETRICAL, AND

THERAPEUTICAL.

A CASE OF INTERSTITIAL NEPHRITIS WITH
INFANTILISM.

BY HUGH BARBER, M.D. LOND.,
PHYSICIAN, DERBYSHIRE ROYAL INFIRMARY.

IN the last few years the association of stunted growth,
and in some cases of true infantilism, with chronic inter-
stitial nephritis has become fairly generally recognised.
This case is, I thiuk, worth recording, because among five
cases I have seen (some of which were published 1) it
illustrates the conditions of deformity most completely.

J. J., male, aged 16 years, came to hospital on account of
genu valgum and stunted growth. History: Father and mother
both healthy and well developed. The patient is one of seven
children, all living, and there have been no miscarriages.
His three brothers and three sisters are all well developed.
He is the sixth child, and his youngest brother, aged
13 years, can look over his head. His mother thinks he was
a seven months’ child. He was very small at birth and

remained so; too weak to take the breast and brought up
on the bottle. He was seen once by a medical man because
the midwife thought he would not live. He never had
scarlet fever or any infectious disease or illness. He was
always small but active, played football at school, was quick
mentally, and in every way except size well up to the
average. He left school aged 14 years and began work as
an errand boy, when he developed knock-knee and began
to walk badly; this seemed to come on comparatively
quickly in the latter part of his fifteenth year. His school-
master confirms these statements in every detail.
On examination : Height 47 in., weight 46 lb. (average for

artisan class 63 in. and 97 lb.2). Face not specially pale but

1 Brit. Med. Jour., November, 1913.2 Allbutt and Rolleston’s System of Medicine.


